DISCUSSION.
Mr. ELMSLIE said he was quite unfamiliar with this condition. He considered that there were several questions open: (1) Was there a true paralysis or was the condition possibly functional? The reaction of degeneration in the serratus magnus in the first case must be discounted on account of the great difficulty found in getting at the muscle to test it. (2) Was the condition a local one, or part of a general nervous disease ? (3) What treatment could be suggested? He intended to examine the patients under an aneasthetic, and if the deformity proved to be correctable, to apply a plaster of Paris jacket, correcting the scoliosis, raising the left shoulder, depressing the right shoulder, and holding the right arm abducted and everted at a right angle with the body, the scapula being held well back and the forearmn raised in the air.
(On December 16 the second patient, L. H., was placed under an anwsthetic. The spasm and deformity at once disappeared. A plaster of Paris jacket was applied as outlined above.)
Dr. F. E. BATTEN said that he did not think that the paralysis of the serratus in Mr. Elmslie's cases was an early manifestation of a general nervous disease, but was due to some local condition. The paralysis of the serratus could not be regarded as a functional manifestation, although. the spasmodic condition of the muscles of the shoulder might be functional. He could furnish no explanation of these cases from the neurological standpoint. First operation (May, 1913) : Through an incision below the back of the elbow the upper end of the radius was exposed and after separating the radius from the ulna by means of a chisel, removing 1 in. of the radius and fixing a layer of muscle between the bones by a catgut stitch, the skin wound was closed. Passive supination was thus made possible, and instrumental treatment, followed by massage, was subsequently adopted. The synostosis recurred.
Second operation (September 26, 1913) : Through the scar of the first operation the upper end of the radius was again exposed, and the part removed at the first operation was found to have re-formed. A portion of the radius,was agai-n removed and a cap of muscle stitched over its upper end. The shaft of the ulna was then divided and the forearm supinated fully. This entailed a movement of supination through 1800. This caused a good deal of tension in the soft parts and the ulnar fragments were drilled and wired together. Now that splints have been removed the position of the hand is midway between pronation and supination; all movement of fingers and wrist are good, and passive supination is easy.
[Note.-Since the meeting slight action-i.e., voluntary supination and pronation-has been observed in this case.] Case of Hysterical Lateral Curvature. By J. JACKSON CLARKE, F.R.C.S. C. C., AGED 21, had been for some years under treatment for lupus and other affections, when, as she says, after a fall she had pain in the back and was in bed for a time. When she got up she found that she was lame in the same way as now; she walks with a right lumbar curve and the right lower limb adducted. There are no organic changes in hip or elsewhere.
Mr. ELMSLIE said that this patient had attended the Metropolitan Hospital from 1907 to 1911 for lupus on the left hand; he had during that time also excised the right elbow for ankylosis in a bad position. He last saw the patient early this year; she had at that time no deformity in the hip, but the girl had occasionally limped and stated that she had been treated for hip disease in infancy. Mr. Elmslie had seen a number of cases (eight or ten) of a similar deformity with an exactly similar walk. He had cured a recent case by an ansesthetic and applying a splint for two days; the old-standing cases were very difficult to treat.
